**Introduction:** This case involved a 31 year old gentleman with known adult onset Still\'s disease. He had been previously well and stable on the current management of his condition and appeared to present with worsening pyrexia and joint pains. Sudden flare of his condition was unexplained at time of admission - investigations were thus made to search for a potential underlying cause.

**Case description:** A 31 year old gentleman with a known background of Adult Onset Still\'s disease presented with a 2 week history of pyrexia and worsening joint pains. His symptoms were similar to those of his initial presentation of his disease, which was diagnosed approximately 5 years prior and was currently managed via anakinra (100mg subcutaneous daily) and weekly methotrexate (20mg weekly). His condition had been well controlled and since initial diagnosis he has had no admissions regarding his condition following optimisation of his therapy. His medication had required no changes for the previous 4 years due to the relative stability of his condition. On clinical examination he was noted to be pyrexic, and complained of joint pains in particular affecting his wrists and ankles. He was noted to have non-tender hepatosplenomegaly on abdominal palpation, as well as cervical lymphadenopathy. His most recent imaging was at the time of diagnosis 5 years prior, which demonstrated hepatomegaly, but no splenomegaly at that time. Blood tests demonstrated raised a raised CRP of 51 and significantly deranged LFTs with an ALT of 673 (5-41 IU/L), ALP of 218 (38-126 IU/L) and Bilirubin of 81 (3-22 umol/L). Monitoring of LFTs during admission demonstrated further increase to peak levels of ALT of 1409 IU/L, ALP of 489 IU/L and Bilirubin of 125 umol/L respectively. Initial thoughts by the admitting on-call medical team was that this gentleman was simply experiencing a flare of his adult onset Still\'s disease, and their intention was to initiate steroid therapy. Rheumatology review was arranged prior to this intervention. Following rheumatology review however, although it was deemed likely that the patient was currently experiencing a flare of his Still\'s disease, what was not clear was why these symptoms apparently occurred despite a long period of well controlled disease. The patient had recently been experiencing vague upper respiratory tract symptoms including a recent sore throat and corzya - however these had been resolving over previous few days. He had additionally recently travelled to Ibiza 2 weeks prior but otherwise no other travel abroad. He denied any illicit drug use or recent sexual activity. It was theorised that a potential stimulus may have contributed to this likely adult onset Still\'s flare. As such a wide range of investigations, in particular an infection screen, was arranged. Investigations, including possible causes associated with acute hepatosplenomegaly, were arranged such as CMV, EBV, hepatitis and HIV screening. Results demonstrated evidence of recent EBV infection, with positive IgM serology as well as a positive glandular fever screening test. Such findings appeared consistent with the patient\'s recent upper respiratory tract symptoms and a likely diagnosis of glandular fever was deemed to be present. Clinically, current symptoms were consistent with adult onset Still\'s and thus it was thought that this flare was caused by the underlying viral illness. From the glandular fever perspective, this was managed conservatively, however in view of his Still\'s flare, steroid therapy was initiated and symptoms were monitored. Prednisolone dosage was started at 40mg once daily, and this was gradually weaned down. His pyrexia and joint pains were seen to settle, likewise did LFTs and inflammatory markers. He was discharged when deemed clinically stable, and regular community follow up with the rheumatology team was arranged, which demonstrated resolution of LFTs back to normal range on monitoring. He was able to complete prednisolone weaning with no further complications and has fortunately not required further admission since.

**Discussion:** Adult onset Still\'s disease is a rare condition with an incidence of approximately 0.2 cases from 100,000 people. It is typically associated with a triad of fevers, joint pains and a salmon pink rash and predominantly affects those aged 16 - 35 years. Due to its low incidence, initial diagnosis can often be missed and findings can often overlap with unrelated conditions. Steroid therapy and DMARDs such as methotrexate are commonly used, with further therapy such as anakinra in persistent cases. This particular case not only incorporated management of an individual with this infrequent condition, but also provided a lesson in the principles of general investigation and management in our patients - even if the presentation may initially appear clear-cut regarding potential diagnosis.

**Key learning points:** In a general sense, certain cases often have a most likely diagnosis based on symptoms, clinical findings and the known history of the patient. This was noted regarding this gentleman\'s presentation with adult onset Still\'s disease flare being the most likely diagnosis. Although this ultimately turned out to be the case, what this presentation highlights is the relevant need to investigate as appropriate to cover potential diagnostic uncertainty. It was felt atypical that the patient\'s disease would unprovokedly flare to this extent, in context of essentially being stable the preceding few years on the same therapy during that period. Through investigations, we were able to establish an underlying cause for his symptoms. EBV infection/glandular fever is generally managed conservatively, and intervention during this case was to control the subsequent secondary adult onset Still\'s disease flare. The principle however is that had the patient been simply managed for the flare without appropriate investigations, it could be possible that a more significant underlying cause may have been missed and simple initiation of steroid therapy at presentation then subsequent discharge could have potentially masked a true underlying diagnosis. Thus this case provides a valuable reminder of review and investigation of our patients to ensure a thorough assessment has been achieved, and the highest level of care is implemented to prevent misdiagnosis.
